Objectives-In treating critically ill neonates, situations occasionally arise in which aggressive medical treatment prolongs the inevitable death rather than prolonging life. Decisions as to limitation of neonatal medical intervention remain controversial and the primary responsibility of the generally unpreparedfamily. This research was designed to study response patterns of expectant mothers towards treatment of critically ill and/or malformed infants. Design/setting-Attitudes were studied via comprehensive questionnaires divided into three sections: 1-Sociodemographic data and prior personal experience with perinatal problems; 2-Theoretical philosophical principles used in making medical ethical decisions; and 3-Hypothetical case scenarios with choices of treatment options. Subjects and results-Six hundred andfifty pregnant women were studied. Maternal birthplace (p=0 005) and level of religious observance (p=0 02) were strongly associated with the desire for maximally aggressive medical intervention in the hypothetical case scenario. Specific personal experiences such as infertility problems, previous children with serious mental or physical problems were not correlated with the selection of different treatment choices. Of the theoretical principles studied, only the desire to preserve life at all costs was significantly associated with the choice for maximal medical treatment (p=0 003). Conclusions-Maternal ethnocultural background and philosophical principles more profoundly influenced medical ethical decision-making than did specific personal life experiences.
handicapped child at the cost of an enormous emotional and financial burden to the family? How aggressive should we be when the chances of survival itself, despite intensive medical care, are minimal? Clearly there are situations in which continued medical treatment essentially prolongs the inevitable death process rather than prolonging life. Yet the specifics of when and how to set limits on medical intervention remain complex and controversial.
It is crucial that the family be involved in medical ethical decision-making. However, in caring for neonates, we most often must deal with situations in which a severely ill or malformed infant is thrust unexpectedly upon a family still struggling with the emotional stress and turmoil of the post partum period and with no previous relationship with the neonatal staff. Yet critical life and death decisions must be made.
The American Academy of Pediatrics, in its guidelines on forgoing life-sustaining medical treatment' states that [respect for] "autonomy accepts the likelihood that different persons may judge benefits differently". Although specific emotional needs will surely vary, we hypothesised that there would be patterns to parental reactions towards medical ethical problem-solving. We sought, therefore, to survey the attitudes of pregnant women and to attempt to deduce patterns of parental response. It is hoped that increasing staff awareness of these patterns will lead to more effective and sensitive communication with the families during times of overwhelming stress.
Methods
Attitudes towards medical ethical decision-making were studied via comprehensive questionnaires which were original, devised from the joint input of a neonatologist, a social worker and an obstetrician.
SUBJECTS
Pregnant women (during the 2nd or 3rd trimester) were targeted for study. desiring minimal intervention as compared with 5% of the general population (p<0 01). When the sociodemographic data were reanalyzed by a multivariate logistic regression model, both maternal birthplace in the USSR and level of religious observance remained significant determinants. The odds ratio for requesting maximal intervention for mothers born in the USSR as compared with mothers born in Israel was 0 49 (CI 0-27, 0-80; p=0005); and was 0 53 (CI 0-78,0-98; p=0O02) for mothers who described themselves as being secular as compared with ultraorthodox/fundamentalists and orthodox (figure 1).
Other factors which were analyzed and were found not to affect decision-making included prior infertility problems, a previous premature baby, and/or having had a child with brain damage or severe physical disability. Figure 2 presents the responses to a series of philosophical considerations which the respondents were asked to rate as to importance in influencing their medical ethical decision-making. In the logistic regression analysis, only the desire to preserve life at all costs significantly influenced (p=0003) the choice for maximal medical treatment in the hypothetical case scenario.
WHO DECIDES?
The great majority of respondents felt that both the parents (89%) and the physicians (94%) should be involved in medical ethical decision-making. Thirty four per cent also felt it extremely important that a religious authority be involved in making such decisions. Only 10% of our respondents felt that an ethics committee should be involved.
Discussion
With the many technological conquests of modern intensive care medicine, we at times find ourselves at risk of losing perspective of the balance between the commitment to preserve human life and the equally important medical philosophical dictate of nonmaleficence. Frequently the question shifts from "Can we salvage this infant?" to "Should we be doing everything possible to salvage this infant?" Using the hypothetical Down's syndrome scenario, confidence intervals were calculated for the various sociodemographic factors by multivariate logistic regression. Level of religious observance and maternal birthplace in the USSR were significantly correlated with the desire for maximal medical intervention.
Since infants are not capable of making decisions for themselves, ethical dilemmas concerning the nature, extent and duration of care for imperilled neonates become the primary responsibility of the often unprepared family. The American Academy of Pediatrics, in its guidelines on forgoing life-sustaining medical treatment' states that "society generally presumes that parents should exercise the right to refuse medical treatment when nonautonomous children cannot do so for themselves". These choices are always difficult. Parents in such situations are emotionally vulnerable, still reeling from the shock of not having the normal, healthy baby they had heretofore envisaged. They must struggle with many conflicting emotions. On the one hand there is the love, concern and hope for their baby's wellbeing counterbalanced by the grief, disappointment and guilt over the reality of their imperfect infant. They may be afraid of losing the baby while, at the same time, be terrified of the impact his/her possible survival will have on their wellbeing as a family and fearful that they will not be able to care for him/her adequately . 4 Given the prognostic uncertainties and the emotional conflicts involved, there is unlikely to be, any uniform approach to dealing with these ethical dilemmas. We in Israel are exposed to a multicultural, multiethnic society composed of people from divergent national and religious backgrounds. We hypothesised that these diverse ethnocultural backgrounds would influence attitudes towards medical ethical decision-making in our mothers. Specific emotional needs will clearly vary from family to family, however our data do indicate that cultural background may have more influence on such decision-making than individual life experiences.
Several surveys concerning attitudes towards ethical decision-making of medical staff have been published over the last few years5 6 7; however, we are aware of no other study surveying the attitudes of expectant mothers towards critically ill neonates. While questionnaire-based studies are unable, by their nature, accurately to portray the emotional turmoil of an acute clinical trauma they do provide a reasonable simulation and perhaps allow time for more carefully considered responses. From the distribution of responses to our various hypothetical cases, with the most aggressive therapies being offered to the cleft palate scenario and the least aggressive to Trisomy 18, we deduce that our case descriptions were well understood by the respondents. This implies that the lay public is capable of understanding the essential facts concerning complicated, critical medical situations and the ramifications thereof, provided these are explained carefully and in simple language. Our questionnaire was administered specifically to pregnant women because, although they might be dealing with the same theoretical issues as others, pregnant women would provide more thoughtful and truthful responses precisely because they would be handling these issues in the context of a directly applicable practical construct.
Our study is distinguished also by the multiethnic diversity of our population, which enabled us to '-- 1173,45 M. :--. 
Annual Intensive Course on Medical Ethics
The Annual Intensive Course on Medical Ethics will be held from 15-19 September, 1997 at Imperial College, London. It provides a stimulating multidisciplinary introduction to philosophical medical ethics for medical and nursing teachers, members of ethics committees, GPs, hospital consultants and health administrators. The course is organised in collaboration with the Institute of Medical Ethics.
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PGEA and CME accreditation sought. For further information contact: Sally Verkaik, Imperial College Continuing Education Centre, London SW7 2AZ. Tel: (+44)171 594 6882/1. Fax:
(+44)171 594 6883. E-mail: cpd@ic.ac.uk
